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First Experiences With Psychotherapy in a 
Station Hospital” 


CARROLI C. CARLSON, CAPTAIN, M.C. 
Tacoma, Washington 


To be projected into the urgent and un- 
certain conditions of Army life fresh from the 
mellowness of private practice was the lot of 
most of the staff of this Station Hospital. The 
immediate problem after the hospital opened 
was “getting into the swing of things’’—acute 
injuries, acute infections and the first opera- 
tion. It wasn’t many weeks before it was 
apparent we were accumulating a back log of 
patients who did not respond to treatment 
such as we were accustomed to give. Thus at 
the beginning of our Army psychiatric prac- 
tice we were presented with the acute problem 
of devising some form of treatment to get 
these men back to their jobs. 

The resistance of these individuals to treat- 
ment was particularly frustrating to the indi- 
vidual ward surgeons. During the normal 
course of events they were gradually trans- 
ferred to a single medical ward for the psy- 
chiatrist to treat as he saw fit. It was here 
that we were introduced to that irritating 
over-lay of neurosis, “goldbricking,” in all its 
forms, superficial and deep. It was all the 
more noticeable in the Army because of a 
related unity of purpose in a soldier’s life 
which makes any deviation more apparent by 
contrast. We soon discovered that “gold- 
bricking” is no one thing, but a combination 
of many “secondary gains” which range all 
the way from a game to see who can avoid the 
most work, or a conviction that soldiers are 
being unfairly shut out of lucrative defense 


— 


‘Tis article has been released for publication by 
tl) e War Department. 


jobs, to a profund narcissistic pleasure in 
symptoms. There was lacking any spark of 
desire to get well such as one finds in civilian 
life where a patient is paying in ume and 
money for his illness. 

In an endeavor to dissolve some of this 
resistance as a necessary procedure before 
treatment could be started, we transferred all 
these neurotic patients to the barred Neuro- 
Psychiatric Ward, hoping that the “name” and 
isolation would diminish the satisfaction in 
the illness. The laughing, joking and pleasure 
formerly prevalent in avoiding duties seemed 
to disappear, but the patients remained as 
firm as ever in their conviction that they 
would be better off in defense jobs and, what 
was more striking, their narcissistic pre- 
occupations in their own bodily functions and 
symptoms became more apparent. Letters 
from home to the patients extolling the “carry 
on” idea, along with news of friends in defense 
plants getting high wages, served to strength- 
en their conception of themselves as martyrs. 
Patients repeated over and over again, as if 
they were saying the Rosary, that they would 
be glad to help out and could if their condition 
would permit, but as it was they were helpless 
and had to content themselves to remain in 
the hospital. At the same time, most of them 
devised ways and means to try to effect a 
discharge from the Army such as writing 
poignant accounts of suffering back to the 
family, securing letters from the family to 
senators, the War Department, etc. After a 
flurry of this neurotic hopefulness most of 
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them regressed to a deep martyr role, taking 
neurotic satisfaction in the pleasure of their 
own bodies. Many such patients regressed to 
a psychotic level, content to remain in bed 24 
hours a day despite their physical and emo- 
tional capacity for more active pursuits. 
Others gave up any outside interest com- 
pletely, including news of the world, in order 
to practically wallow in their own narc.ssism. 
Some patients developed various forms of 
paralysis, mimicking post-poliomyelitic limps, 
etc., and others developed exaggerations of 
actually existing organic syndromes. Our ex- 
perience in meeting this problem which had 
to be coped with before instituting successful 
therapy, determined our present system of 
treatment. 

All patients admitted to the Psychiatric 
Ward were isolated in individual rooms and 
their physical and neurotic difficulties were 
thoroughly studied. If their neurotic attach- 
ment to an illness appeared to be greater than 
their desire to become healthy soldiers (as 
was most often the case), they were kept in 
isolation or put in an isolation ward. No 
passes were given and all medical treatment 
and physiotherapy were given to them there. 
The original purpose was designed to show 
them, by contrast, the pleasures of more nor- 
mal activities. After a period of isolation they 
grew increasingly amenable to outside atten- 
tion, even to the point of attempting to earn 
it. At this point they were transferred to a 
larger ward where there was a measure of 
greater freedom and activity. In this ward 
were also included all neurologic patients so 
that a more “normal” atmosphere prevailed. 
Here the patients could earn privileges, in- 
terest and attention in a more realistic man- 
ner and were encouraged to do so in every way 
possible. 

Most psychotherapy consisted of group 
psychotherapy and its chief function was to 
dissolve this secondary pleasure in illness. 
Patients’ difficulties were discussed in a 
realistic fashion, usually in the presence of 
other patients who invariably congregated, 
listened to these interviews, made comments 
which though quite pointed were seldom re- 
sented, and usually added some of their own 
experiences. We have found that patients’ 
insight can be stimulated by this indirect 
method. It may be that when the patient 
finds that problems which he has hidden from 
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himself are already recognized, understood, 
and tolerated by the group, he gains sufficient 
courage and relief from guilt feelings to accept 
some insight into his illness. It is apparent 


_that group psychotherapy gives the patient a 


better realization that his difficulties are not 
insurmountable, gratification in new-found 
inter-personal relationships and a keen appe- 
tite for more, which of course is conducive to 
the growth of emotional insight. In the more 
intuitive and intelligent patients, this in- 
variably leads to private interviews. Here, 
often a successful attempt may be made to 
reorient the patient in respect to his under- 
lying emotional conflicts. 

Special cases, of course, were handled dif- 
ferently. The true hysterias were kept isolated 
and given hypnotic treatment before being 
placed on the open ward. They usually re- 
sponded completely in a matter of days. 
Anxiety hysterias (phobias) were not hos- 
pitalized, but every effort was made to separate 
them physically from their phobias. Acute 
alcoholics were treated medically and dis- 
charged from the hospital as soon as possible. 
All constitutional psychopaths, including 
chronic alcoholics, were studied thoroughly 
and sent back to the squadron after the com- 
mander had been acquainted with the result 
of our examination. This enabled the detach- 
ment commander to reach a closer and more 
effective understanding of the patient so that 
his abilities could be utilized more suitably. 

During the first six weeks operation of the 
ward we examined and treated thirty-eight 
psychiatric hospital patients, twenty-eight of 
these being diagnosed as mixed neurosis. This 
classification included in approximately equal 
parts those whose symptoms simulated an 
organic syndrome and those whose symptoms 
simulated no known syndrome. Out of this 
group twenty-two have been returned to some 
kind of duty, three will be returned to duty 
soon, two have doubtful prognoses and only 
one is definitely treatment resistive. The re- 
maining ten patients were diagnosed ‘“consti- 
tutional psychopathic state” (Army nomen- 
clature). Of these, four have been returned to 
duty with a fair promise of success. Three 
have been recommended for discharge from 
the Army, and no decision has been reachvd 
on the remaining three. It must be reme" 
bered that we have not included in this gr‘ 
any psychotic patients or any of our la 
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series of out-patients who are examined and 
treated in examining rooms in the psychiatric 
ward. 


Discussion 


Our primary problem was that of getting 
the neurotically ill soldiers back to duty. A 
secondary problem was that of orienting our- 
selves to a new therapeutic condition, that of 
urgency. The soldier had to be gotten back 
to his former duty or to some other duty as 
quickly as possible. 

In peace time civilian patients seek out a 
psychiatrist not only for relief of physical 
symptoms and anxiety, but for greater happi- 
ness and ability to utilize their freed energy 
as they wish. They have ample leisure for the 
project and can dally in the treatment or 
change their occupation as their mood and 
circumstances permit. Their environment 
may be manipulated to a certain extent de- 
pending upon the facilities available in the 
psychiatric clinics and social services. This 
manipulation is determined by the balance of 
forces in that particular community, the social 
demands of the community, the facilities and 
social service systems available, and the spe- 
cific type of training of the clinic personnel. 

In the Army, however, such conditions do 
not exist. The soldier himself seldom seeks 
out a psychiatrist, but is sent because the 
nature of his complaint demands it, or be- 
cause recent diagnostic procedures have failed 
to disclose true organic pathology. He is an 
unwilling psychiatric patient, but a willing 
hospital patient, quite content to remain in 
bed, usually with a conviction that he is being 
neglected. Often he has a phantasy he must 
acquire ‘‘Superman” characteristics from 
medical treatment before he will feel capable 
of returning to his duties as a soldier. He 
seems to have little awareness of what the 
Army expects of him. 

The Army’s job is war. Effective war de- 
mands speed in the proper placement of all 
its manpower. All tasks, both simple and 
complex, must be executed effectively. The 
immediate problem is the adaptation of the 
soldier to his task, or the task to the soldier, 
or of the manipulation of both. Time and 
necessity demand that a soldier’s immediate 
abi ities and emotional potentialities be util- 
ize’ rather than that his deeper, more latent 
per sonality possibilities be freed by prolonged 
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psychiatric treatment. Military organization 
is not primarily concerned with making all 
around well adjusted individuals out of all of 
its soldiers, but is vitally interested in a soldier 
well adjusted to his task. It is our job to adapt 
both soldier and job to this end. 

Our chief therapeutic aim is to free the 
patient’s neurotic energy so that he may not 
only be relieved of neurotic symptoms, but also 
be able to utilize this energy in a task com- 
mensurate with his facilities and abilities. 
This treatment is not a stereotyped procedure 
but must be fitted to the individual patient. 
There are marked variations with different 
types of patients. In the main we follow some 
broad general principles of treatment. First, 
we remove as far as possible “secondary 
gains,” the external advantages of the illness. 
Finally we attack the primary conflict at the 
root of the illness and aid him in finding some 
solution. 

The term ‘secondary gains” is used in psy- 
chiatry to denote the manner in which a 
neurotic illness or symptoms is exploited for 
the pleasure and obvious gain once it is 
initiated and set into activity by primary ne- 
cessity. There are many kinds of secondary 
gains, but in our work here we have found 
the following three to be the most common: 
the transient satisfaction from illness, striving 
for discharge from the Army, and martyrdom. 

The secondary gain may be wholly conscious 
as it is in the much publicized “goldbricking.” 
Unfortunately many medical officers see only 
the superficial aspect of this phenomenon and 
ascribe to it the total cause of neurotic illness. 
They fail to observe that this is a direct con- 
tinuation of a well established weaker human 
trait of “getting away” with something. The 
personal social gain in itself is very shallow. 
At best the deeper psychological motivation is 
usually a desire for revenge, arising from tios- 
tility over frustration. The manifestations of 
this gain yield easily to treatment. 

A somewhat less accessible aim because 
more deeply rooted is the wish to be returned 
home. The illness evidences the need for all 
the old comforts by which the individual was 
gratified, and at the same time expresses his 
hostilities toward Army life which separates 
him from former over-gratifications. A more 
conscious aspect of this secondary gain is the 
wish to enjoy the high wages of defense work 
as well as the privileges of labor in its present 
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state of organization. News of strikes, in- 
creased wages, and reports of friends in afflu- 
ent circumstances serve to make him more 
dissatisfied with Army life. A wish for dis- 
charge on this basis is very difficult to appease, 
but it is found that the gradual creation of an 
“esprit de corps” is more than an effective 
antidote once it is accomplished. 

The third secondary gain is largely. un- 
conscious, outside of the individual’s aware- 
ness. It is by far the most difficult to diminish. 
This is martyrdom. The patient gets real 
pleasure out of his illness and it seems to be 
an effective substitute for goals for which he 
has unsuccessfully striven. These soldiers in- 
variably continue to assume obligations or 
unrealistic responsibilities which they never 
complete fulfill. After such failures they ap- 
parently feel justified in accepting the pity 
and the care which their primary neurotic 
conflicts will not permit them otherwise. This 
martyr role, when directly opposed, only be- 
comes more firmly established and for this 
reason direct punishment or work battalions 
can never be effective. The martyr is much 
like a timid but frantic poker player who 
impulsively puts all his chips in a pot on an 
unwise bet half-heartedly hoping to win, but 
afraid that if he does so he must continue to 
play for high stakes. When he loses he sighs 
gratefully and happily because he has no 
further responsibility. We have found it takes 
considerable skill and patience to loosen up 
this secondary gain. 

The primary motive for a neurotic illness is 
always entirely unconscious, the basis having 
been laid down early in life. The involuntary 
nature and the lack of an awareness are two 
factors which make it impossible to influence 
the primary conflict until the secondary gains 
have been diminished fully. These primary 
basic conflict patterns are very complex and 
must be pieced together slowly like a jig-saw 
puzzle. Unfortunately any thorough treat- 
ment like psychoanalysis is too time con- 
suming. However, some of the most obvious 
patterns in the more intelligent and intuitive 
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patients can be made conscious, pieceg to- 
gether, and brought under a degree of volun- 
tary control. It is surprising, with just & bit 
of insight of this type, how much €motiona) 
energy is freed and made available for More 
useful pursuits and interests. 

We are not prepared to discuss all of the 
factors concerned when a soldier is treateg 
successfully in this manner and returns ty 
duty. We know that the insight he gains is 
minimal and that the shift of forces in pis 
return to effective duty is probably a shift of 
neurotic energy. We believe that the neurotic 
energy of his symptoms has been deflecteg or 
decentralized and turned in a general direc. 
tion toward more useful pursuits. Such treat- 
ment, we hope, meets with the present spirit 
of urgency in our armed forces. 


Summary 


Upon entering the Army we found many 
new conditions waiting for us. There is g 
demand for quick effective treatment, which 
is rather startling in light of past psychiatric 
tradition. Then, too, 99 per cent of the pa- 
tients we see would never, under ordinary 
circumstances, have consulted a psychiatrist. 
We found that these soldiers are unwilling 
psychiatric patients, but most willing hospital 
patients. The three most common resistances 
to helping these soldiers back to health are: 
transient pleasure from “goldbricking,” a wish 
to be discharged, and a deep-seated need for 
a martyr role. Treatment was here designed 
for urgency and we found that most of our 
efforts had to be directed toward resolving the 
resistances or secondary gains. Some of the 
primary neurotic conflicts could be resolved 
in intelligent and intuitive patients. The 
treatment was usually effective in returning 
the soldier to some form of duty and the whole 
process we feel is one of deflection of the 
neurotic energy from symptoms toward useful 
pursuits. We have returned to useful effort 
80 per cent who might otherwise be lost to the 
Army’s efforts. 
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Importance and Value of the Psychiatric Ward in 


Public and Private General Hospitals* 


PAUL H. SALMOND, M.D. 
Dallas, Texas 


In recent years the value and importance 
of a psychiatric ward in a general hospital is 
peing recognized, and the necessity for such a 
unit in all general hospitals widely conceded. 
With the growth of research and knowledge in 
the field of psychosomatic medicine, intern- 
ist and surgeon are now turning, and will 
turn more as time goes on, to the psychiatrist 
for help in the solution of many of their medi- 
cal and surgical problems. Furthermore, as 
Kubie! has pointed out, “physicians will come 
pack from the war impressed by the outstand- 
ing importance of psychosomatic disorders 
among the illnesses to which the men in ser- 
vice are subject.” The skill and interest which 
these returning physicians will bring can be 
utilized in the problems of civilian health as 
encountered in a general hospital. “If we 
look into the future still further, we can fore- 
see a day in which medical schools will realize 
that the patient whose illness is exclusively 
psychiatric or exclusively somatic is an excep- 
tion rather than the rule. Psychosomatic 
medicine is the medicine of the future; the 
training for psychosomatic medicine will be a 
major preoccupation in medical schools.” 
(Kubie.) 

Based upon reliable sources (physicians and 
internists) it is estimated that from thirty-five 
to seventy per cent of cases seen in private 
practice consist of neuroses or psychoneurotic 
complications in organic disease, and it is 
noteworthy that the most conservative esti- 
mates are thirty-five per cent. Strecker? ap- 
proximates seventy-five per cent, and Billings? 
after a careful questionnaire to a large num- 
ber of physicians, found that in their opinion 
forty per cent of their total case load required 
psychiatric attention. 

Ebaugh, in a monograph‘ published by the 
American Hospital Association, brought to- 
gether statistics of the outstanding number of 
neuroses and neuropsychiatric complications 
among patients admitted to general hospitals. 
These findings are both illuminating and 
challenging. Rees and Billings’ found that 
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* Read at meeting of Texas Hygiene Association, 
Houston, Texas, March, 1944. 


from three thousand to nine thousand psy- 
chiatric patients are admitted annually to 
general hospitals in the State of Colorado 
alone; that most of these patients are ad- 
mitted with physical diagnoses and are not 
known to be psychiatric patients at time of 
admission. Were the nature of the disorder 
recognized, many of the hospitals would refuse 
their admission. Heldt,® after an extensive 
survey, reports that “from twelve to twenty 
per cent of all patients admitted to a general 
hospital will be found to present conditions 
and problems that are primarily neuro- 
psychiatric, regardless of the patient’s com- 
plaint or diagnostic impression on first con- 
tact. If mention be made as well of all cases 
showing secondary and minor disturbances of 
nervous organization then the percentage 
promptly rises thirty per cent and even high- 
er.” Further corroborative statistical evidence 
will be found in Harris and Ford,’ in Hamil- 
ton,’ in Billings? and in Kubie. 

At the Armed Forces Induction Center, 
which gives a good cross section of the popu- 
lation, my own observations are that approxi- 
mately ten per cent are rejected for psychia- 
tric reasons. These do not include neurological 
cases or obvious psychoses, but in the main 
represent psychoneurotic and emotionally un- 
stable individuals. Concerning psychiatric 
casualties among those inducted into the 
armed services in the present conflict, one 
could say conservatively, although with no 
direct authority but based upon the interpre- 
tation of newspaper and periodical reports, 
that a figure in excess of fifteen per cent would 
represent the number of combatants in the 
various theaters of war showing psychiatric 
symptoms. 

In spite of this existing urgent medical 
problem, the great majority of our general 
hospitals lack facilities for the care and treat- 
ment of these cases. Out of 4309 general hos- 
pitals in the United States, only 112 have 
provisions for the care of even the mildest 
nervous or emotional disturbances. The others 
will not Knowingly admit a nervous or mental 
case.6 In spite of this attitude, all of these 
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hospitals are constantly admitting numerous 
cases of this kind without being aware and 
without providing adequate and essential psy- 
chiatric treatment. If the general hospital 
receives these cases, there must be provision 
for early treatment facilities for psychiatric 
patients. There are large numbers of patients 
in every community throughout the nation 
requiring this type of care, willing to pay for 
it, but finding no hospital or medical facilities 
available. Many of these patients have to 
travel great distances to a private sanitarium 
or special hospital equipped to handle them 
adequately. 

The description ‘general hospital’ is defi- 
nitely a misnomer. The general hospital ex- 
cludes nervous and mental patients, and I 
have hope that the time is not far distant 
when the American Hospital Association will 
insist on the installation of a psychiatric unit 
before giving official recognition. With such 
added facilities the advantages to the public 
will be great. A person will be able to enter 
a general hospital in his home community 
with the knowledge that whatever turns up 
he can be properly and skillfully treated. The 
advantages to the hospital itself are also great. 
The large number of cases which are not 
accepted by these hospitals at present on 
account of psychopathic symptoms will prove 
an added source of revenue to the hospital. 
Furthermore, the preponderance of actual 
cases admitted who later show psychiatric 
symptoms can also be treated, and the under- 
lying causes of many so-called chronic cases 
determined. Early diagnosis and treatment 
is admittedly essential in so many somatic 
diseases and it is equally true in the psychoses, 
the psychoneuroses, and personality mal- 
adjustments. Many of these cases, if recog- 
nized and treated early, will respond to treat- 
ment and: obviate the necessity of state hos- 
pitalization at a later date. When the time 
comes, as it eventually must, when more in- 
tensive training in psychiatry and psycho- 
somatic medicine is given in our medical 
schools, the general practitioner will be a gen- 
eral practitioner in the full meaning of the 
word, and the total personality of the patient 
will be considered both in diagnosis and treat- 
ment. 

As matters stand today, the great majority 
of our hospitals and medical schools have 
inadequate teaching facilities in regard to the 
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early recognition of personality disorders 
the psychiatric aspect of somatic disease It 
too many curricula the teaching is Limited 
consideration of the major psychoses and 
very obvious psychoneuroses, demonstrateg by 
visits to a nearby state hospital. The Concep. 
tion of psychiatry thus gained is naturally 
circumscribed and limited. This type of teach. 
ing and demonstration tends to make thy 
student look only for advanced symptoms 
with the result that the early and more subtle 
symptoms are passed over unrecognized. One 
could as well confine the study of tuberculosis 
and carcinoma to cases in well advanced 
stages, thus overlooking entirely the early 
warning symptoms of these diseases, the diag. 
nostic importance of which is so essential ty 
the patients’ chances of recovery. 

In this age of preventive medicine, the 
psychiatric unit should have a prominent 
place in order to give a broader concept to 
medicine and to treatment, by bringing to the 
profession an awareness that a knowledge of 
the total situation is necessary in the care of 
every sick individual. The illnesses of many 
chronic patients, those with extended and 
repeated periods of hospitalization, are fre- 
quently the end result of emotional stress and 
underlying personality problems, states of 
mind which cause or enhance physical con- 
plaints and visceral participation. Modem 
medical literature emphasizes the fact that 
each patient must be treated as an individual 
personality, and not merely as a case of gastric 
ulcer, hypertensive cardiovascular disease, 
colitis, or whatever the somatic picture may 
be. It calls for a new type of research in 
psychiatry and in medicine, comprising a total 
approach to the individual, including his or- 
ganic, psychologic, and endocrine aspects, as 
well as the emotional and environmental fac- 
tors which are instrumental in his personality 
make-up. As Ebaugh points out, “Psychiatry 
itself gains in many ways by being included in 
the activities of the general hospital. An 
opportunity is provided for a demonstration 
of modern therapeutic methods. The advan- 
tages relative to early recognition and treat- 
ment of cases can be made apparent. An 
opportunity is offered for the dissemination of 
the principles of a constructive mental hy- 
giene which can be applied by everyone if 
everyday living. Psychiatry has been too long 
isolated from the remainder of medicine to the 
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detriment of both, not to mention the patient 
and the community. All the advantages re- 
sulting from a healthy rapprochement be- 
tween psychiatry and general medicine can be 
demonstrated through units in the general 
hospital. Those hospitals and communities 
which have to date experimented with such 
an arrangement are practically unanimous in 
their desire to maintain it.” 

General hospitals with psychiatric units also 
graduate their nurses better equipped to care 
for all types of illness and able to intelligently 
care for the emotional and mental disturb- 
ances in neurotic and delirious patients. By 
intelligent observation and charting, they can 


help the physician get a clearer picture of his 


patient’s reactions. 

The exact scope of the psychiatric service 
required is difficult to set down dogmatically, 
put must be governed by local conditions. In 
the larger centers it can be extensive, in- 
cluding outclinic and psychiatric social ser- 
vice as well as ward and consultation facilities. 
Billings!® has found that one out of thirteen 
admissions to medical wards of the general 
hospital will present personality disorders, 
and estimates that a general hospital of 150 
beds or more could support a psychiatric ward 
of at least 15 beds, and Sandy?! mentions that 
in the planning of a hospital of 100 beds tweive 
are to be for mental patients. In my opinion, 
hospitals of even smaller bed capacity should 
have appropriate allotment for psychiatric 
patients. The hospital in the small community 
should have at least two or three beds avail- 
able for the care of disturbed patients. The 
necessity for this is particularly urgent in 
many of our states, including our own State 
of Texas, where existing machinery for state 
hospitalization of psychotic cases is inade- 
quate and slow, with no provision for imme- 
diate emergency hospitalization. The common 
procedure, under existing conditions, is to 
throw the patient into jail like a common 
criminal pending his court trial, and keeping 
him there after commitment until such time 
as a bed is available in the state hospital which 
accepts patients from that particular county. 
This period in jail may be for only a few days, 
but is sometimes prolonged to weeks. 

This procedure of keeping the patient in jail 
without adequate medical attention, and try- 
ing him in court before a lay jury, certainly 
does not tend to convince the public that 
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there is no stigma attached to mental disease, 
and most certainly does offset the efforts of 
the National Committee for Mental Hygiene 
and other allied organizations to educate the 
population to the fact that mental illness is 
not a crime and carries no social stigma either 
to the patient or to his family. There was a 
time when pulmonary tuberculosis, or con- 
sumption as it was then popularly called, was 
considered a family disgrace. Happily that 
day is passed. Patients are not concealed any 
more and can be treated in the early stages 
of the disease. It is hoped that before many 
years the public will adopt the same attitude 
toward mental illness. This end will be well 
on the road to accomplishment when every 
hospital in every community assumes its 
proper obligation to the:people by having 
adequate psychiatric facilities for the benefit 
of the community, the patient, and the medi- 
cal profession, and will give psychiatry the 
opportunity to demonstrate the value of the 
early application of mental hygiene principles 
and the benefits of modern methods of 
therapy. 

While many of the suggestions made in this 
paper are outlines for future action, by con- 
certed action of all of us who are interested 
in psychiatry and in the Mental Hygiene 
Movement, much can be done to hasten the 
day when they are accomplished facts. As 
for the immediate present, much can be done 
toward removing the idea of stigma in con- 
nection with mental disease, and the follow- 
ing suggestions along this line are made: 

1) Modernizing our Texas commitment laws 
for patients requiring state hospitalization by 
eliminating the necessity for the patient to 
appear in a court of law, and thus auto- 
matically doing away with the term “lunacy 
court.” 

2) Eliminating such words as “lunatic” from 
legal commitments. People who have no un- 
derstanding of the folk lore from which such 
words are derived have nothing but confusion 
in their minds concerning mental hospitals 
and mentally sick patients. The terms men- 
tally ill or mentally incompetent should be 
substituted. 

3) Bringing popular pressure on all local 
general hospital boards, irrespective of the size 
of the hospital, to allocate a sufficient number 
of beds for the care of mentally ill patients 
pending state hospitalization, thus sparing 
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these patients the ignominy of prison. 

4) Increased and intensive education of the 
public and of our representatives in the legis- 
lature as to what is required in regard to the 
proper and humane handling of mentally ill 
persons. 
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Introduction 


Convulsive therapy in the psychoses has 
been used extensively in many of the mental 
hospitals of America during the last ten years 
and a great many reports and surveys of the 
results obtained have been published. Never- 
theless, no final conclusions have yet been 
reached as to the ultimate value of this form 
of therapy, and it therefore appears worth 
while to report the results obtained on even 
small groups of cases in order that these may 
be taken account of in the eventual evaluation 
of this type of treatment. Furthermore, we 
feel that our results may be duplicated in the 
average state hospital under the present limi- 
tations of reduced personnel and restricted 
facilities for total push and psychotherapy. 

Oné year ago electric shock treatment re- 
placed metrazol in this hospital because of the 
reported greater ease in its administration 
and lesser discomfort to the patient. 

This paper reports the results of the first 
one hundred cases given electric shock treat- 
ment at the Foxborough State Hospital. 


Method 






















The method used is similar to that adopted 
at other clinics and involves no innovations. 
Before treatment is started, the physical con- 
dition of the patient is checked. The patient’s 
record is carefully evaluated, especially with 
regard to past history of convulsions and or- 
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Electric Shock Treatment in 100 Cases 


JACOB NORMAN, M.D., and RICHARD V. WORTHINGTON, M.D. 
Foxborough, Massachusetts 


ganic disease. Chest and spine are x-rayed 
and a physical examination done. 

Prior to each treatment, the patient is 
checked for temperature, pulse, respiration, 
blood pressure and any specific complaints 
which may be volunteered. The temporal 
areas are cleansed with acetone, rubbed with 
salt paste and simple metal disc electrodes 
are applied and held in place by a broad rubber 
belt encircling the head. The patient lies on 
a firm bed with a board under the mattress. 
The lumbar curve of the back is supported by. 
several small sand-bags and pillows are placed 
under the Knees so that the lower extremities 
are in a relaxed semiflexed position. The re- 
sistance of the patient is determined and the 
machine is set for the desired voltage. Im- 
mediately following application of the current, 
the patient’s resistance is again determined 
and the electrodes slipped from the patient's 
head. During the convulsion the patient's 
head, shoulders, hips and knees are restrained 
from violent movements by several atten- 
dants. Following the convulsion the patient 
is removed to a bed where he is kept under 
supervision for about an hour or until well 
recovered from the gross after effects of the 
treatment. The aim is to produce a major 
convulsion in each case at every treatment. 

The voltages used ranged from 90 to 19 
and only in three cases was difficulty en- 
countered in producing major convulsions. 
The resistance of the patients was usually 
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petween 200 and 500 ohms and ordinarily 
dropped about i100 to 200 ohms following 
passage of the current. Treatments were given 
twice a week and the average time spent for 
twenty cases was two hours, requiring the 
services Of one or two physicians and three 


to five attendants. 
Complications 


Although routine x-rays following treat- 
ment were not taken, all pe tients making com- 
plaints pointing to possible bone injury were 
examined by x-ray but no fractures were en- 
countered in this series of cases. One patient 
developed a bilateral dislocation of the jaw 
during a convulsion, but this was easily re- 
duced a few minutes later and gave the pa- 
tient no trouble thereafter. One patient de- 
veloped signs of active pulmonary tuberculosis 
while receiving shock treatments. On review 
of the chest x-ray taken prior to starting 
treatment, evidences of hilar involvement 
were found which had been underestimated 
in the earlier reading of the film, and which 
should have contraindicated the use of shock 
treatment in his case. 

A woman of fifty-six suffering from a severe 
involutional depression and on whom a diag- 
nosis of peptic ulcer had been made, developed 
a severe gastric hemorrhage after receiving 
three shock treatments. While we have no 
definite evidence that the hemorrhage was 
caused by the treatments, it was considered 
inadvisable to continue them and her mental 
condition is still unimproved. 

One case of vomiting occurred during a 
convulsion and the patient appeared to as- 
pirate some of the vomitus. She exhibited 


‘some rales in the lungs for twenty-four hours 


and ran a slight febrile reaction for a few 
days. However, no pathology could be demon- 
strated by x-rays and the patient made an 
uneventful recovery. Her mental symptoms 
also improved so that she is now on indefinite 
visit. 

One of the male patients developed a pleural 
effusion in the left chest accompanied by a 
moderate febrile reaction. Treatment was 
discontinued until the process was completely 
resolved and patient’s temperature normal 
for a month. Thereafter, shock therapy was 
resumed and no further complications de- 
veloped. 

Two cases showed mild febrile reactions for 
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several weeks, without any demonstrable 
lesions to account for them. Their tempera- 
tures eventually returned to normal and no 
ill effects could be shown. 

Cardiac arrhythmias occurred in two cases 
of patients over sixty. Treatment was dis- 
continued and the cardiac signs returned to 
normal in a short time without use of any 
special medications. 

In summary it may be said that the only 
serious complication was that of the case of 
pulmonary tuberculosis and it is felt that this 
might have been avoided by more careful 
evaluation of the chest x-ray film. 


Clinical Results 


The results are shown in the accompanying 
table. One hundred cases were treated, and 
their distribution by diagnosis is as follows: 
manic depressive, 22; dementia praecox, 58; 
involutional melancholia, 13; psychosis with 
psychoneurosis, 4; paranoid condition, 2; 
chronic alcoholic hallucinosis, 1. Of these 
one hundred cases 61 had been hospitalized 
for more than a year and 39 for less than a 
year; 58 were males and 42 were females. 

All the patients have been treated within 
the last year, some have only recently com- 
pleted their treatments, while the earlier 
cases have now been observed for periods 
approaching a year after treatment. As time 
passes the results may change, and the final 
evaluation will not be available for many years 
to come. 

In determining our results we have classi- 
fied the cases into three groups as follows: 
(1) Those greatly improved and now on in- 
definite visit, the majority of them gainfully 
occupied. (2) Those much improved but still 
cared for in the hospital; many of these have 
parole of the hospital grounds, go out for 
limited visits and may be considered as early 
candidates for indefinite visits. (3) The un- 
improved. This group includes those that have 
shown no improvement or only slight improve- 
ment or have relapsed after a period of im- 
provement. Of the one hundred cases treated, 
26 are on indefinite visit, 24 are much im- 
proved and 50 are unimproved. Of the 50 that 
are improved, 26 are new cases and 24 are old 
ones; 36 are males and 14 are females; 13 
manic depressive, 27 dementia praecox, 7 in- 
volutional melancholia and 3 psychosis with 
psychoneurosis. 
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The results obtained in the male group were 
much more favorable than in the female, and 
this is especially noticeable in the schizo- 
phrenic group where forty males were treated 
and twenty showed improvement while among 
the females thirteen were treated with only 
one improved. The explanation for this differ- 
ence is not a simple one. In part the personal 
equation in the selection of cases may be a 
factor but it may represent a difference in 
recuperative power as between male and 
female schizophrenics. However, the number 
of female schizophrenics treated was small 
and may not be representative. 

Our results of 50 per cent improved may 
not be so impressive if compared with some of 
the other clinics in the country which have 
reported as high as 45 per cent discharges 
without use of shock treatment, but it must 
be remembered that the type of cases admitted 
to a state hospital is not as favorable or as 


early as that admitted to the private hospital, . 


and the facilities for total push therapy may 
be greater in the private institution, especial- 
ly in the present marked shortage of nursing 
personnel. 

We do not have data available to make a 
statistical comparison of our results since the 
use of electric shock treatment with a com- 
parable group treated in the same hospital 
before use of this form of therapy. Such an 
evaluation will have to await the lapse of 
time and the accumulation of further data. 
However, our general impression is that more 
favorable results were obtained since the use 
of this form of treatment than prior to it. 

As illustrations of some typical cases, we 
include the following abstracts: 


Abstract 


J.U., No. 6841, male, age 33. 
Admission—September, 1941. 
Diagnosis—Dementia praecox, other types. 
Onset—Few weeks duration, restless, sleep- 
less, worried, antagonistic, fussy about little 
things, excited, talking about himself, quar- 
relsome, picking fights with members of fam- 
ily. He had a severe illness in 1926; diagnosis, 
infantile paralysis, spinal; apparently recov- 
ered except for arthritis of sacroiliac joint. 
Personality—Graduated from high school. 


Devoted to mother; not a good mixer; sensi-: 


tive to criticism. Upon admission, he was 
euphoric, had flight of ideas, was distractable 
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and it was impossible to get him to answer 
questions. Later he was assaultive, destructive 
and irrelevant. 

In May he was transferred to the disturbed 
ward where he remained until March, 1943. 

October, 1943—mental note: Incoherent, 
meaningless jargon of words and phrases, 
irrelevant. States he is a Swedish exile sent 
to the Greek chef. States his name is Adolph 
Brown; poorly oriented. 

March 12, 1943—-started electric shock treat- 
ment. After six treatments, showed definite 
improvement. Continued to improve all 
through May and was allowed to go on visit 
with his mother May 27. Altogether he had 
nine major convulsions. 

Sept. 8, 1943, last visit—good appearance; 
in no rush to take first job offered—doing odd 
jobs around the house. Congenial with fam- 
ily. In no difficulty; will take a job in a ship- 
yard if he cannot get lighter work. 


Abstract 


H. B., No. 7180, male, age 46. 
Admission—December, 1942. 
Diagnosis—Involutional melancholia. 
Previous History—tTransferred from a pri- 
vate institution where he had been for a year. 
He was diagnosed manic depressive, depressed. 

Present Illness—He began to worry about 
work. He was worried that there was a dicta- 
phone placed in his room; that he was being 
blackmailed; that his children would be kid- 
naped and that he had syphilis. He was de- 
pressed and suspicious. Two days after ad- 
mission to the private institution, he slashed 
his throat with a razor blade losing a great 
deal of blood. He became more depressed and 
seemed much of the time to be in a fog. He 
made little progress, and was discharged Sep- 
tember, 1942. At home he continued to be 
depressed. He visited physician after phy- 
sician because of syphilophobia. 

While in residence he continued to be de- 
pressed, worried, had guilt feelings, was under- 
active, undertalkative and expressed the fear 
of syphilis. 

Started treatment with shock therapy on 
January 6. After the fourth treatment he 
showed marked improvement although he was 
euphoric for a while. He was allowed on visit 
February 20 after eight major convulsions. 
He has been working steadily in a woolen mill 
and making a good adjustment. 
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Abstract 


A. P., No. 7228, male, age 19. 

Diagnosis—Schizophrenia with manic de- 
pressive features. 

Family History—Many cases of mental ill- 
ness. Sister was in this hospital. High school 
education. 

Personality—Supersensitive, poor mixer, 
stubborn. 

Present Iliness—Three months duration. 
Overactivity alternating with depression, wor- 
ried about his sister’s being in a mental hos- 
pital. When away from home, at college, he 
began eating very poorly. He wanted to sing 
and play the piano all the time. Affectionate 
and demonstrative toward his mother. 

On Admission—He showed marked flight of 
ideas. Stated he discovered the mystery of 
life is love. Stated that while in movies he 
thought the actresses were off the screen talk- 
ing to him; grimacing; thought he was here 
for some operation. 

Staff did not agree on diagnosis. Left for 
the present as the case presented many manic 
depressive features and some schizophrenic 
trends. 

Patient received nine major convulsions. 
After the fourth he asked for work. He made 
a fairly good adjustment. On April 15 he was 
more cheerful, relaxed and showed insight 
into his situation. Stated he realized he was 
too keyed up when he came. 

He was treated until May 3 when he was 
allowed to go out with mother for week-end 
visits. On August 2, returned, was very “high,” 
and blamed the hospital for keeping him from 
his musical career in New York. He was 
evasive in his answers to many questions. 
Electric shock treatment was resumed. Pa- 
tient showed improvement for about six treat- 
ments and then became fearful, had crying 
spells, was untidy in appearance and used 
baby talk. Three more treatments were given 
but patient showed a tendency to regress 
further and treatments were discontinued. 

After four weeks without treatment, patient 
again gradually improved so that he is again 
going out on short visits. 


Abstract 


F.S., No. 7303, male, age 55. 
Admission—June 9, 1943. 
Diagnosis—Involutional melancholia. 
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Family History—Essentially negative. 

Personality—Stayed around house too 
much. Not friendly—very littie interest out- 
side of his home. 

Present Illness—Three months duration 
Patient cried a great deal over his son going 
into the army. Was worried about his house 
and complained his wife did not pay attention 
to him. He ate and slept poorly. He com- 
plained he is sick of his work and tired of 
supporting his family. He threw a flatiron at 
the clock. He tried to choke himself with his 
hands. He had many somatic complaints—hig 
head and feet bother him. 

Upon admission he was underactive, under- 
talkative, refused to eat and was tube feg 
several times. Thinks wife is unfaithty, 
Stated that there is a voice in a machine at 
home telling him to kill himself and others. 

He showed definite improvement after the 
fifth electric shock treatment. He is now 
home on visit after remaining in good con- 
dition for six weeks. 


Abstract 


H. H., No. 6941, female, age 46. 

Admission—February 9, 1942. 

Diagnosis—Involutional melancholia. 

Family History—Negative for nervous or 
mental disease. 

Personality—Described as cheerful and fond 
of company. Was fearful of crossing water, of 
going through tunnels and of being any dis- 
tance from home. 

Previous History—Married at twenty-eight. 
No children. Had a supravaginal hysterectomy 
in 1930. 

Present Illness—Following an attack of 
pneumonia in January, 1940, patient gradually 
showed increasing fearfulness and agitation, 
was admitted to a private institution in May, 
1940, and transferred to another in July, 1940, 
whence she was transferred to this hospital 
February 9, 1942. 

She continued to be restless, untidy, agi- 
tated, tense, depressed, walking up and down 
wringing her hands and expressing over and 
over the idea that she would never leave the 
hospital alive. The patient received a total of 
twenty-six electric shock treatments resulting 
in twenty-three major convulsions. She grad- 
ually quieted down, began sleeping well, and 
ceased to exhibit agitation, depression and 
feelings of hopelessness. She has now been 
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home on indefinite visit for three months, 
looks very well, has gained weight. She talks 
naturally, is pleasant and cheerful and does 
ner own housework. No mental symptoms 
could be demonstrated when she last reported 


at the hospital. 
Abstract 


L. V., No. 7258, female, age 21. 

Admission—March 29, 1943. 

Diagnosis—Dementia praecox, catatonic. 

Family History—Negative for nervous and 
mental diseases. 

Personality—Very conscientious. Excessively 
devoted to her mother. Never had a boy 
friend. 

Previous History—Parents were divorced 
when patient was one year old. She was 
prought up by her mother, and apparently had 
only a limited social life. 

Present Illness—Sudden onset only a short 
time before hospital admission. Patient had 
been working on WPA and when project closed 
up, she worried excessively at loss of her job. 
She became fearful, restless, overtalkative, 
could not sleep, began masturbating openly 
and expressed ideas that it was the end of the 
world and she was going crazy. She would 
bruise herself, apparently in self-punishment 
for her masturbation. On admission she 
was overactive, overtalkative, restless, noisy, 
throwing herself about. She had to be cared 
for in restraint for a while. 

At the time treatments were started patient 
was quieter, but showed perplexity, fearfulness 
and restlessness. She was constantly begging 
to go home, but she could not converse in any 
reasonable manner. She received a total of 
nine treatments resulting in nine major con- 
vulsions. During the course of the treatments, 
she began putting on weight and sleeping well. 
She became relaxed and cheerful, began work- 
ing regularly. 

She has now been on indefinite visit for 
three months, looks very well, talks freely and 
exhibits no evidence of nervous tension. She 
appears happy and exhibits good insight into 
her problems, and is working regularly in an 
Office. 


Abstract 


R. M., No. 6400, female, age 50. 
Admission—January 14, 1940. 
Diagnosis—Involutional melancholia. 
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Family History—Negative for nervous and 
mental diseases. 

Personality—Described as a very pious, hard 
working person. 

Previous History—Worked for many years in 
a jewelry factory. Married at the age of 41. 
No children. 

Present Illness—Gradual onset over a period 
of two years. She became over-religious, de- 
pressed, agitated and began expressing ideas 
of unworthiness. On admission she was un- 
cooperative, resistive, agitated, depressed, 
noisy and untidy. She talked a great deal 
about having sinned, said she was being tor- 
tured and would go to hell. For three years 
after admission to the hospital, patient con- 
tinued agitated, depressed, noisy and untidy. 
She had to be cared for in seclusion much of 
the time. She was constantly picking at her 
skin, expressed many delusions of being dead 
and possessed by the devil, of being doomed 
to eternal torture. She blamed herself for 
having taken pills when she thought she was 
pregnant. She became very emaciated. 

During shock treatment she became quieter, 
began putting on weight and sleeping better. 
Finally she took interest in her personal ap- 
pearance, ceased picking at herself, stopped 
expressing ideas of hopelessness. She had a 
total of thirty-one shock treatments, twenty- 
seven of which resulted in major convulsions. 
During the three months sinte treatments 
were completed, the patient has continued 
working regularly in the hospital kitchen. She 
appears fairly cheerful, has gained consider- 
able weight, goes for rides with her relatives 
and expresses hope and desire soon to go 
home. 


Discussion 


From observation of these cases, it is our 
impression that electric shock treatment was 
most effective in those cases showing promi- 
nence of certain symptoms, such as agitation, 
guilt feelings, anxiety, sleep disorders and 
stupor reactions. The presence of these symp- 
toms, rather than the formal diagnosis or the 
duration of the illness, appeared to give the 
best indication concerning the results to be 
expected from this treatment. Symptoms of 
a paranoid organization of the mental con- 
tent on the other hand appeared to carry a 
poor prognosis. 

Those cases which improved mentally, first 
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showed gain in weight and general physical 
improvement with increased appetite and 
restoration of normal sleeping habits. No 
definite criteria were arrived at for deciding 
when treatments should be discontinued. 
Sometimes they were stopped as soon as a 
definite improvement was observed; with oth- 
ers they were continued until no further im- 
provement could be discerned. With those 
cases which showed no improvement, some 
received as few as six treatments, others as 
many as thirty-five. Some cases which were 
given up because they showed no improve- 
ment or actually appeared worse, began to 
get better a few weeks after discontinuance of 
treatment. As with any form of treatment, a 
favorable home situation with a family in- 
terested in the patient’s welfare and anxious 
to take advantage of any improvement shown 
by the patient appeared to have a beneficial 
effect on him. 

As to psychotherapy for this group, most of 
the cases treated were more approachable and 
willing to discuss their problems during treat- 
ment than they had previously been. It thus 
would seem that psychotherapy was stimu- 
lated rather than neglected during shock 
treatment. The statement that electric shock 
treatment leads to the physician’s neglecting 
psychotherapy is unfounded. The time con- 
sumed by the actual treatments is more than 
compensated for by the increased approach- 
ability and interest of the patient. Electric 
shock treatment prepares the patient for 
psychotherapy of the type usually admin- 
istered in state hospitals. The hazards to the 
patient are not great if weighed against the 
possibility of shortening the patient’s illness 
and length of the time of hospitalization. 

As to the mode of action of electric shock 
treatment, we have not obtained evidence to 
substantiate any one of the theories which 
have been advanced to explain its effects. The 
fact that many patients improved physically, 
gained weight, had better color, and that some 
registered a rise in temperature for several 
days after each treatment would favor the 
theory of the electric shock acting as a stimu- 
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lant to the general metabolism of the body 
The few cases that showed marked improve. 
ment after one or two treatments Suggested 
that a strong inhibition had been removed by 
the treatment. The reaction observed jn old 
dementia praecox cases strongly resembleq 
the reaction of any other so-called “total 
push” treatment, and the duration of the 
improvement shown did not last more than 
three or four days. 

As to the reported advantages of electric 
shock treatment over metrazol, we have not 
been able to make an adequate comparison 
of the results of the two forms of treatment, 
but we have been able to confirm the opinion 
of others that electric shock is easier of aq. 
ministration and involves less discomfort to 
the patient. Very little dread of the treat- 
ments was encountered and occasionally pa- 
tients who had received the treatment would 
recommend it to others, and some patients 
have been active in persuading their relatives 
to give consent to treatment. 


Conclusion 


Our impression is that electric shock treat- 
ment is a valuable adjunct to the treatment 
of psychoses in a state hospital, especially in 
cases where the symptoms of anxiety, agi- 
tation and depression are prominent. It 
should not replace the other standard forms 
of treatment, but should be used in combi- 
nation with them as a form of total push 
therapy. The results obtained are best when 
the personal attention and encouragement 
received by the patient from the family is 
maximum, and when the relatives have suf- 
ficient interest, affection and understanding 
to help in the process of re-education and 
rehabilitation immediately after the treat- 
ment. 

We believe that every patient whose psy- 
chosis is not of obvious organic origin and 
who has shown no improvement after six 
months of hospitalization, should be given a 
trial of electric shock treatment providing 
there is no contraindication in his physical 
condition. 
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DISEASES OF THE NERvous SySTEM 


Effect of War and.Army Life Contingencies on 
the Behavior and Breakdown of the 
Inductee and Soldier 


DAVID M. OLKON, M.D. 
Chicago, Illinois 


1. The Effect of Army Life on Emotionality. 


“Purposeful bringing up might perhaps pre- 
yent many a neurosis.” 

The proper rearing of an individual must 
begin with the earliest training in his home. 
It is there that the strongest impressions are 
registered on the plastic and emerging per- 
sonality and habits and tendencies are first 
formed. There, too, emulation and codification 
set patterns of behavior. The early absorbed 
and ingrained tendencies are soon accelerated 
and added to by contact with other children 
in play and are still further enhanced by the 
influence of the school and the general social 
group. From this conglomerate mass of cul- 
tural absorption a total personality emerges. 
Moreover, deeper in the framework lie in- 
herent potentialities, which, although amena- 
ble to adaptability to a certain degree, still 
constitute a residue which neither environ- 
ment nor culture modifies to any appreciable 
extent. This particular component of per- 
sonality is actually the criterion of the type 
of person one is. It behooves the psychiatrist 
to be alert to this substrata of personality, 
for in the armed services ability for adap- 
tation is a most essential factor. 

Men who are uprooted from their estab- 
lished mode of life do not find it a simple 
matter to accept army life in an unconcerned 
manner. The severing of home ties, suspend- 
ing of love affairs, giving up of accustomed 
work, submerging of personal choice and free- 
dom of action to disciplined direction and 
command, the entire change of housing, diet, 
and even of personal habits present diffi- 
culties to many inductees. Many approach 
these changes with grave apprehension. 

After the experience of examining and talk- 
ing to a great many inductees in the past 
thirty months of psychiatric induction work, 
we have some insight as to what goes on in 
the mind of the new soldier. He is appre- 
hensive about the possibility of injury, cap- 


ture, and death. He fears his loss of social 
contacts, and is afraid that he may lose his 
loved one or loved ones. He fears the strenu- 
ous training, the going overseas, the loss of 
his individuality, the lack of privacy, and the 
menial tasks entirely foreign to his previous 
life. Everything is ‘‘do” or “don’t do.” All of 
these disagreeable features and many other 
contingencies which make up the soldier’s life 
in camp have a cumulative effect on the 
emotionally unstable person and a breakdown 
is inevitable. He really “can’t take it.” 

Among younger inductees psychotic or 
asocial tendencies and the various schizo- 
phrenias may reveal themselves under the 
pressure of the new rigorous army regime. 
These latent or obscure tendencies may not 
previously have been detected because in most 
instances the pre-army life was more shel- 
tered and made less demands on personality. 
Among the older men depression seems to be 
more outstanding. Gillespie? who has observed 
a large number of psychiatric difficulties 
among English soldiers reports that one of 
the most outstanding depressions among older 
soldiers centers around the home and family. 
Although the group so affected is large, defi- 
nite statistics are not yet at hand. Also in 
the older group, the psychopathological types 
are more frequently encountered. Homo- 
sexuality, sex perversions, chronic alcoholism, 
drug addiction, and chronic meningovascular 
syphilis are only a few of the many disturb- 
ances which help to produce mental disorders 
among soldiers. These disorders cannot be 
laid at the door of the army. Indeed the army 
milieu only serves as an unloading place either 
for the genetically determined or the habitual 
predispositions which lead to a large number 
of mental breakdowns. 

The army, of course, is not primarily an 
educational institution. Neither is it a cor- 
rective school for boys, nor a clinic for emo- 
tional correction of older men. The mentally 
defective and psychopathological personalities 
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do not make good fighting material and must 
be recognized by the psychiatrist as unfit for 
military service. 


2. The Psychiatric Recognition of the Unstable 
Personality in the Inductee at the Time of 
Induction. 


For the psychiatrist to claim superior wis- 
dom, special powers, or prophetic proclivity 
as to who will break down in army life would 
be a preposterous assumption. However, the 
well trained medical man of large experience 
with psychiatric special service can recognize 
quickly certain outstanding deviations of per-— 
sonality even in the short time allotted to each 
inductee. For example, when the subject is 
completely undressed, one gains an impression 
of his physical status, his gait, posture, skin, 
deformities, coordination and body cleanli- 
ness. From these factors alone the physical 
make-up has a comparative value either to- 
ward normalcy or away from it. Questions 
addressed to the inductee in rapid succession 
as to his age, education, occupation, interests 
in reading, play, world events, present hap- 
penings, social aspects, home interests, sex 
life, etc.; bring forth responses which reflect 
his total personality type. Questions about 
personal habits arouse emotional reactions. 
The inductee may show hostility, embarrass- 
ment, excessive reserve, or shyness, resentful- 
ness, discontent, timidity, fear, apprehensive- 
ness, anxiety, anger, stuttering or other man- 
nerisms, all of which may be suggestive of 
instability. The army aims to select emo- 
tionally stable men and a preponderance of 
lability of personality is too great a hazard 
for army purposes. 

Mentally the inductee may manifest dull- 
ness, poor comprehension, poor orientation, 
bewilderment, general mental inaptitude and 
poor scholastic ability. That mental agility 
of the soldier is fully as important as his 
physique is emphasized by the late Colonel 
Roy D. Halloran. Psychiatrically, he may 
appear depressed or elated, withdrawn or 
agitated, may not answer questions directly, 
may be irritable, quarrelsome, rebelious, dis- 
satisfied or jittery. He may admit sex per- 
versions, criminal and asocial tendencies, drug 
addiction, chronic alcoholism, specific infec- 
tious syphilis or gonorrhea. He may give a 
history of enuresis, sleep-walking, epileptic 
seizures, encephalitis, poliomyelitis or skull 
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fracture. There may also be a history of jail 
terms or commitment to a corrective schoo] 
for vagrancy, truancy and other misbehavior 
proclivities. Such a history of poor Social 
adjustment make him of questionable desira- 
bility as a soldier. 

The 17, 18 and 19 year-olds are q Special 
problem. Many of them show genera] im. 
maturity. A personality value is not at hand 
either statistically or experientially. The gen- 
eral impression is that this youthful group 
has not had sufficient time to prove its steag- 
fastness under the strain and stress of army 
life and no final opinion can be given as yet. 

Henderson and Gillespie in their book por- 
tray the individual under three categories: 
physical, mental, and moral. The items just 
enumerated give a cross section of these 
entities and generally a fair evaluation is pos- 
sible. In the brief examination the following 
reactions are outstanding: (1) span of atten- 
tion, (2) general interest, (3) common under- 
standing, (4) likes and dislikes, (5) opinions 
and general information, (6) attitude toward 
army life, (7) set ideas, (8) social adaptation. 
These leave a definite impression of potential 
qualifications, and together with the general 
physical status determine the psychiatrist’s 
conclusion as to the acceptability of the in- 
ductee as a soldier. 


3. The Effect of Army Life on the Inductee. 


Army life presents a unique form of group 
living and group activity entirely novel to the 
inductee. He is never left alone; he eats pre- 
scribed food with large groups at one table; 
he sleeps on special cots with special bedding 
in a room with many others; his hour of 
retirement and of rising is prescribed; his 
clothing is different from civilian patterns; 
he must do this or must not do that; he must 
salute officers; he must not offer an opinion 
as to discipline; he must not question an 
order; he must never venture away without 
permission; he must answer at once to call 
without objection; he must accept menial 
tasks without complaint; he must undergo 
strenuous physical training, lengthy exposure 
to inclement weather and must suffer many 
momentary privations. 

Moreover, there is no mother or father, 
sister or brother, friend or sweetheart close at 
hand to offer sympathy, understanding, and 
consolation. There is no one on whom he can 
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lavish affecticii or with whom he can give 
yent to his emotions. Indeed, army life is 
nard. The day by day sameness, inflexible 
discipline, outiook of grave hazards from that 
of simple illness and injury to loss of limb, 
capture, or even violent death. Such factors 
loom in the mind of the more or less reflec- 
tive inductee. It is small wonder, therefore, 
that anyone not possessing a sturdy, well- 
integrated physical, mental and emotional 
set-up may quickly succumb to a so-called 
nervous breakdown under the rigors of army 
life. 

Interesting in this connection is the infor- 
mation from the Cook County Psychopathic 
Hospital that since the war began a greater 
number of females—wives, mothers, grand- 
mothers, sisters and sweethearts of soldiers— 
have been committed. Many of these mental 
preakdowns are traceable to fears and appre- 
hensions for the safety of husband, son, 
sweetheart, or brother. This fact impresses 
one with the possible remote effects of war 
on the population at large. 

To discover all those inductees suffering 
from mental and emotional inaptitude, psy- 
chopathic tendencies or border-line cases of 
mental deficiency, who later may disrupt 
discipline and morale, occupy hospital beds 
and become an economic burden requires 
experience and skill on the part of the ex- 
aminer. Physical discrepancies are obviously 
much more simple to detect and evaluate than 
mental, emotional and moral disturbances. If 
a physical defect is a deformity and the indi- 
vidual is suspected of malingering, there are 
definite means either to rule out the supposed 
infirmities or to discount them. When mental 
and psychic spheres are involved tests are not 
so definite. Nevertheless, for one who knows 
the specific resemblances and differences of 
so-called “normal” persons, the recognition of 
undesirable personality types is comparatively 
easy and can be satisfactorily accomplished 
by means of a good psychiatric technique em- 
ployed in experienced hands. 

It is lamentable, of course, that among 
present inductees from 10 to 15 per cent or 
more are found mentally, emotionally or 
psychically unfit for military service. Dis- 
covery of the condition at the time of induc- 
tion is more certain than in the last World 
War when many undetected potential defec- 
tives were accepted and they subsequently 
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filled army hospitals in far greater numbers 
than the physically maimed. The psychiatrist 
has learned much about personality types 
since then and the government has benefited 
and will continue to benefit from the present 
improved methods of early recognition of 
those mentally unfit for military service. 

A recent comment from a London corre- 
spondent may be quoted in this connection:+ 
“Experience has shown that there is no funda- 
mental difference between psychiatric cases 
arising during a battle and those occurring 
in civil life, but the former are often more 
sudden and dramatic. ... They are apt to be 
displayed in a more vivid and spectacular 
form.” 

It should be remembered that, while the 
precipitating factor is the actual battle stress, 
more complex underlying causes reside in the 
individual’s mental and emotional substrate. 
Of course, hard discipline and environmental 
hazards can bring about emotional explosions, 
but it is soon discovered that these explosions 
occur on already vulnerable soil. With proper 
examination at induction by experienced phy- 
Sicilians many of these inductees could be 
eliminated to the advantage of the individual 
and the service. 


4. The Effect of Combat Fear on Personality$ 


A soldier who has not yet reached the battle 
front may suddenly become restless, find it 
impossible to sleep or concentrate, show signs 
of anxiety, bewilderment, staring eyes with 
enlarged pupils, sweating and trembling of 
the hands and eyelids. All of these mani- 
festations are symptoms of acute panic, which 
may rapidly give way to excitement or apathy, 
or even the loss of awareness of one’s identity, 
the memory of the place one came from and 
the realization of where one is and how one 
got there. Or, he may suddenly develop what 
appears fo be a serious physical defect, such 
as inability to use an arm or leg or to hear, 
see or speak, without the condition being 
based on real organic disease or on actual 
impairment of any of the sensory organs, 
nerves or muscles. The apparent loss of vision 
is a seeming blindness only, and the appar- 
ently paralyzed leg is merely blocked off from 
voluntary control, so to speak, because the 
parts of the brain which actuate these mem- 
bers are not functioning. 

Many air force fliers and land combat sol- 
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diers, too, who have lived through the horrors 
of air battle or have “gone over the top” 
suffer from grave mental or emotional up- 
sets. The incidence of a split second between 
life and death, the exposure to extreme hard- 
ship which entails an excessive drain on 
energy, the deprivation of sleep, food, and 
drink, the interference with the physiological 
demands of the body, all contribute to the 
physical, emotional and mental “crack-up.” 
This type of illness we now classify as war 
neurosis. Often the chief symptom is a kind 
of amnesia, a more or less complete loss of 
memory for past events. Or, a soldier in a 
bombed area may suddenly become dazed, 
mute and apathetic; he may even become 
immobile or stuporous to such a degree that: 
his state of inactivity is not unlike that of 
an animal feigning death to escape from an 
attacking enemy. 

War neurosis is a neurotic reaction of the 
soldier who breaks down in war service. It is 
a form of hysteria likely to arise when a man 
finds himself in a situation to which he is 
unable to make a satisfactory adjustment 
Often persons who are thus affected are indi- 
viduals who lack emotional stability and 
forcefulness in facing the problems of life. 
The fact that most soldiers do not break down 
under the stress of warfare indicates that 
those who do, have some bodily weakness or 
instability of personality which makes them 
more easily overwhelmed by hardships, emo- 
tional strain and fatigue than those who have 
well-integrated personalities, a sound nervous 
system, and a generally vigorous constitution. 
A man who, in general, has the capacity to 
adjust readily to difficulties and meet the 
requirements of ordinary life situations with 
a healthy, realistic attitude is not likely to 
break down when confronted with the most 
terrifying experiences. 


5. Forced Celibacy in Army Life and Its Effect 
on the Individual. 


Deep-seated sensual satisfactions which are 
related to sexual life are difficult to evaluate 
and difficult of substitution. A great part of 
the sex drive is an inherent potentiality. Some 
of it is established through repeated practice. 
Both of these forms are present and active in 
the soldier at the age of induction. The inter- 
ference with such satisfactions engenders 
many upheavals in the physical, moral and 
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psychic spheres. For example, abstinence may 
stimulate excessive masturbation and Provoke 
perverted practices, or undue restraint may 
cause temperamental unrest and character 
change. 

Absence of woman’s companionship jg a 
great handicap to normal social integration, 
The army man misses it as much as the 
civilian. Moreover, many soldiers have left 
wife and child, or sweetheart, mother, sister 
or friend, with whom personal contact formed 
a part of their integrated and habituateq form 
of living. The sudden deprivation of such 
social components, with only forced Celibacy, 
severe discipline and the other hardships of 
army life as substitutes, may and in Many 
instances does give rise to mental and emo- 
tional upsets. The less stable men show tep- 
dencies to brood over their unhappy lot; some 
become depressed over their inability to con- 
tact their loved ones; some manifest mood 
changes; some express rebellion; some show 
sulkiness, and some even “go over the hill.” 
It is a common experience in army medical 
practice to find on the daily “sick call” g 
number of ailments camouflaged as organic 
complaints but actually traceable to sexual 
deprivation in its broad aspect. 

The well-integrated person overcomes ce- 
libacy as any other hardship of army life, but 
the less stable ones succumb and as a result 
have mental and nervous breakdowns. The 
psychiatrist, therefore, at the time of the 
induction, must probe gently and _ under- 
standingly into the sexual component of the 
emotionally questionable personality and, 
when defects are apparent, to recommend his 
rejection. When sex life is not controlled or 
sublimated, a variety of personality changes 
occur and serve as a disturbing factor in army 
discipline. That there is a large component of 
sexual maladjustments outside the army is 
not our concern here. Our reference is only 
to sexual maladjustments and _ perversions 
brought on by forced army celibacy. 


6. The Effect of Enforced Soldiers’ Dress and 
Other Personal Items. 


The soldier’s uniform is disquieting to many 
inductees in the early days of camp life. Some 
find the shoes bulky and unattractive; others 
find the winter uniform clumsy, the material 
coarse, the color monotonous, and they com- 
plain that everyone looks the same. Ties, 
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socks, and even underwear are lacking in 
individuality of pattern, color, fabric, and 
style. Shaving is in a hurry with cold water 
and in poor light, lack of privacy for bathing 
and other personal habits are serious incon- 
yeniences for the soldier. In the emotionally 
unstable person discontent arising from such 
factors may become exaggerated and lead to 
anxiety states. In the colder season the cloth- 
ing causes the skin to itch; perspiration is 
more profuse; there is greater difficulty with 
shaving, bathing, etc., all of which may soon 
lead to nervous irritability and mood changes. 

No one, of course, can claim that army 
clothing causes psychoses or mental break- 
downs as such, but these discomforts together 
with the soldier’s envy of officers’ uniforms 
and insignia, combined with other privations 
in army camp life do help to precipitate men- 
tal breakdowns. Our personal experience and 
that of other medical observers in army camps 
show these factors to be important. 


1. The Effect of Intensive Physical Training 
in the Early Period of Disciplined Physical 

‘Preparation on the Mental Adjustment of 
the Inductee. 


Physical overwork produces general fatigue. 
It may also give rise to irritability of temper, 
lassitude and mental exhaustion. The new 
discipline and strenuous training in the early 
period of camp life will be a fatiguing ordeal 
to the inductees and is particularly disturbing 
to the emotionally unstable personalities. 
Among the latter, hypochondriasis manifests 
itself and there are expressions of fatigue, 
mental apathy, changes of mood and an un- 
steady mental equilibrium. The affected in- 
dividuals are given to brooding and insomnia, 
and develop a variety of somatic complaints. 
Some complain of anorexia, followed by weak- 
ness as a result of the lack of sufficient food 
intake; some may even show symptoms of 
avitaminosis from the same cause. Some ex- 
hibit depression with melancholic-like fea- 
tures. 

Although complete statistical data is not 
available, army doctors have recorded the 
effect of physical fatigue on the mental aspect 
of the soldier, particularly after strenuous 
and exhaustive marches. Mental confusion, 
complaints of severe headaches, “nervous- 
ness,” malaise and a general let-down have 
been noted. Some men become hospital pa- 
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tients because of their extreme irritability, 
insomnia and severe depression following the 
arduous, severe, disciplined training. Here 
again prophylaxis is more important than 
cure. Keep the weak ones out of the armed 
forces. 


8. The Cumulative Effect of Strict Discipline 
and Forced Gregariousness. 


The natural tendency of the individual is 
to resent discipline and to forego forced com- 
panionship. In civil life a command is akin 
to a direct insult and is not well received, 
even by the less sensitive type. The soldier, 
on the other hand, as soon as he dons his 
uniform, is treated to no other approach but 
firm and inflexible command. He must subdue 
his personality almost to extinction. He is 
private, corporal, or sergeant, but not Jack, 
John or Tom. He must address his officers as 
“Sir,” not as Mister or friend. He must not 
offer suggestions or criticisms of army meth- 
ods. He is now just an “it” and not the indi- 
vidual he was before induction. The man who 
is emotionally over-sensitive, fault-finding 
and unstable finds this sort of living and 
discipline irksome and wearying. Such a per- 
son may soon show apprehensiveness and 
develop a fear or anxiety state. In the bar- 
racks the forced gregariousness is stifling and 
his freedom a mockery. When he wants to 
sleep someone wants to talk; someone else 
snores, a third talks in his sleep and still 
another wants to tell about his wonderful girl. 
He finds himself crowded on all sides. If he is 
not flexible enough he is soon relegated by 
his comrades to the distinction of being a 
crack-pot and never can mix with his group. 
He recognizes the difficulty and broods over 
it; becomes more seclusive and then is really 
left out of good fellowship by the others. He 
becomes more moody, depressed, suffers in- 
somnia and is soon found in the psychiatric 
ward of the hospital. 

Looking back on this individual at the time 
of induction we may find that he showed poor 
adaptation then. He may have found fault 
with the examiners, “they did not listen 
attentively to tht information about his back 
pain; they did not see his flat feet; they were 
crude; the room was cold; the chair was 
hard,” etc. The alert psychiatrist knows that 
the personality traits indicated by these ordi- 
narily trifling cues may, in times of stress, 
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build up to a point where the individual be- 
comes unmanageable and the discipline has 
to be increased. This type thereby becomes 
more rebellious and obstinate, and a sort of 
vicious circle ensues which leads to a for- 
midable mental disorganization. 

Psychiatrically, such caprices observed dur- 
ing induction, though apparently innocent, 
are, dynamically, schizophrenic-like reactions. 
Persons who perform in such a way lack the 
necessary mental equipment and personality 
stamina to become good soldiers. The forced 
living in close proximity with strangers, and 
the monotony from which there is no escape 
cause them to succumb to an emotional and 
mental breakdown which seems to serve as an 
escape mechanism. Such illness is not a 
thought-out malingering process, nor is it a 
camoufiage. 


9. Effect of Hardships, Fears and Disabilities 
of Combat on Personality. 


No one wants to be hurt, maimed or killed. 
War combat possesses all of these possibilities. 
The lesser discomforts accompanying combat 
duty are excessive fatigue, deprivation of rest, 
body care and diet, exposure to severe tem- 
peratures and the actual horrors of combat 
itself with all its destructiveness. The soldier 
sees his comrades fall beside him; he wit- 
nesses bodily injures of unspeakable severity 
and views physical destruction all around; 
he is deafened by barrage and overhead ex- 
plosions; he himself must engage in the in- 
expressible ferocity and savagery with little 
hope of turning back or escaping from these 
horrors day after day. The man in the zone 
of combat knows that he also faces the haz- 
ards of dysentery, typhoid and para-typhoid 
fever, relaping fever, smallpox, tetanus, gas- 
gangrene and the miseries induced by insect 
pests. Effects of illness and disease in modern 
warfare have been reported in detail.® 

Superimposed on these burdens is the pro- 
longed tedium of living in a strange land 
without suitable female companionship. Of- 
ten under such circumstances destructive 
habits of drink, drug addiction, sex per- 
versions and other psychopathological ten- 
dencies are acquired. It is small wonder that 
persons lacking stable mental, emotional and 
moral constitutions succumb to the extra- 
ordinary strain of combat with its induced 
deprivations. 
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The stories coming from officers and men 
who took part in the fighting in Guadalcana) 
while not statistically appraised, aftorg ade: 
quate information that the hardships which 
we have partially enumerated Precipitateg 
mental breakdowns in officers and men fap 
in excess of the number of physical Casualties, 
We have previously mentioned that as an 
aftermath of World War I government hos- 
pitals were filled with a greater number of 
the mentally ill than of the physically dis- 
abled. Mental stability is of prime importance 
for army adaptation and the unstable soldier 
becomes the most costly economically because 
of the prolonged disability involved. It is the 
job of the psychiatrist to take extreme care 
not to permit a selectee to pass who mani- 
fests potentialities for a possible breakdown, 

The previous record of social adaptability 
is of great weight. Has the inductee ever been 
arrested for asocial conduct? Has he served 
time in a penitentiary? Is he addicted to the 
use of drugs? Does he indulge excessively in 
alcohol? Does he practice sexual perversions, 
etc.? These are only a few hints for the dis- 
covery and evaluation of personality traits 
which can be elicited even in the brief time 
allotted to each inductee during the induction 
examination. 


10. Malingering. 


The malingerer simulates organic or mental 
illness in order to escape army service. Some 
malingerers are naturally clever and some 
have had coaching in ways to make their 
claim to visceral disturbances, and nervous 
and mental upsets seem true. In some there 
is a mixture of malingering and emotional 
instability. They are unduly apprehensive 
and fearful of possible physical injury. These 
individuals often present a difficult problem. 
The experienced physician, however, can see 
through the cleverness of the malingerer and 
can distinguish his fraudulent claims from 
the intrinsic personality defect of the hysteric. 


11. Conclusion. 


Ordinary speculation assumes that unusual 
hardship is conducive to mental breakdown. 
The facts do not bear out this notion. Reports 
from allied medical sources in Russia, Eng- 
land, the South Pacific and other theaters of 
war, as well as at home, agree that the men 
who endure the greatest hardships, witness 
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horror, endure hunger, thirst, lack of rest 
and sleep, are burdened by grime and filth, 
and who sufter physical injury seldom break 
down mentally. 

On the other hand, many soldiers behind 
the lines, living in barracks under strict army 
discipline, show psychoneurotic trends and 
preak down and require hospitalization. Life 
in quarters is inelastic and irksome; minor 
incidents cumulate over prolonged periods to 
give rise to mental anguish, fear, rebellion 
and emotional explosion. Information col- 
lected from these patients gives clues to the 
incidence of their breakdowns. They complain 
of the routine idleness, the lack of bathing 
and toilet and laundry facilities, the poor 
sleeping quarters, uncomfortable beds, too cold 
or too hot quarters, insect pests, barren walls, 
dark hard floors, bare dining tables, crude 
dishes, lack of elbow space at meals, the 
monotony and lack of personal choice of food 
and drink, fixed time for rising and retiring 
day after day, the absence of personal friends 
and female company, and many other factors. 
The constant wearisome content of these 
small items dissolves the elastic adaptability 
of the individual and leaves malcontent, 
prooding, fear and rebellion which are the 
forerunners to a mental ‘“‘crack-up.” 

A medical observer recently returned ffom 
Yosemite National Park where a military hos- 
pital has been established for mental cases 
brought back from war zones states that a 
large number of the patients never saw actual 
combat. The accumulation of minor irritating 
inconveniences dominated these men to such 
an extent that they broke down. Moreover, 
this contingent established these two factors: 
Those with less dominant personality traits 
were the docile psychoneurotics with somatic 
complaints of weakness, insomnia, digestive 
disturbances, constipation, hyperesthesias, 
headache and all sorts of aches and pains 
which are typical of the neurasthenic. The 
more aggressive patients showed manic fea- 
tures and hysterical manifestations including 
symptoms of conversion hysteria. Similar in- 
formation comes from English and Russian 
medical sources. 
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12. Summary. 


In summarizing the total effect of army life . 
on the soldier, one cannot escape the con- 
clusion that essential mental factors con- 
ducive to mental stability are neither acquired 
in the milieu nor greatly modified by training 
and culture. In everyday life an individual 
may get along with faulty mental equipment. 
Not so, however, in time of severe crisis, such 
as that experienced in army life with its in- 
flexible discipline and hazards of war combat. 
Therefore, in the healthy, steadfast mental 
equipment of the soldier lies the safety and 
security of the army, and upon the psychia- 
trist rests the responsibility of excluding the 
potentially mental misfit who will handicap 
army efficiency in time of war and become 
a liability to society after the war. 

“Experiences of World War I seem to indi- 
cate that once a soldier in the service develops 
a major psychosis, excepting a delirium, the 
chances are very poor for rehabilitating him 
sufficiently for return to active duty.’” 





Editor’s Note: There will be a further article by 
Dr. Olkon in an early issue of Diseases of the 
Nervous System on the “Treatment of Neuroses 
and Mental and Psychic Disturbances of War 
and Their Prognosis.” 
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AUGUST DISEASES OF THE 
ANNOUNCEMENT BY MENTAL HYGIENE 
COMMITTEE 


The National Committee for Mental Hygiene 
announces the establishment of a fund for re- 
search in psychosomatic medicine. The purpose 
is to stimulate and subsidize research in the 
psychosomatic aspects of the diseases chiefly re- 
sponsible for disability and death. The fund will 
be directed by Dr. Edward Weiss. Projects will be 
considered by the following committee: Dr. 
Charles M. Aldrich, Dr. Franz Alexander, Dr. 
Stanley Cobb, Lt. Col. William C. Menninger, Dr. 
John Romano. The fund will be administered 
under the direction of Dr. George E. Stevenson, 
National Committee for Mental Hygiene. 

Communications should be addressed to Dr. 
Edward Weiss, 269 S. 19th Street, Philadelphia 3, 
Pennsylvania. 





NEW OFFICERS OF AMERICAN PSYCHIATRIC 
ASSOCIATION 
At the Centennial Meeting of the American 
Psychiatric Association held in Philadelphia, May 
15-18, 1944, the following officers were elected: 





NERvous SYSTEM 1944. 
President: Karl M. Bowman, M.D., San Fran 
cisco, Calif.; President-Elect: Samuel Ww. ¢ 
ton, M.D., Washington, D. C.; Secretary-Treasupep. 
“Winfred Overholser, M.D., Washington, p C. 
Auditor: Maj. Garland H. Pace, MC, USA. y,. 
Nuys, Calif.; Councillors: Edward A. Strecker 
M.D., Philadelphia, Penn.; John P. §. Cathay’ 
M.D., dttawa, Canada; R. Finley Gayle, Jr., MD 
Richmond, Virginia; Fred P. Moersch, Mp. Ro. 
chester, Minnesota. Uz 





WAR-TIME PUBLIC HEALTH MEETINGS 


The Executive Board of the American Public 
Health Association announces the Second War- 
time Public Health Conference and the 73rd An. 
nual Business Meeting in New York City, October 
3, 4 and 5, 1944. Meetings of related organizations 
will take place on Monday, October 2. Heag. 
quarters will be the Hotel Pennsylvania. 

The scientific program will be devoted to war. 
time emergency matters as they affect public 
health. The Chairman of the Program Committee 
is Dr. Reginald M. Atwater, the Association’s 
Executive Secretary. 
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Book Reviews 


Managing Your Mind by S. H. Kraines and E. S. 
Thetford. The Macmillan Co., Publishers, New 
York, 1944, 374 pp., $2.75. 


This book, written for use by non-professional 
readers has many features in common with the 
senior author’s previously published book on psy- 
chotherapy. Presented in non-technical language, 
it gives a stimulating discussion on many prob- 
lems of life including the mechanisms of neu- 
rotic symptoms. 

The arrangement of the book is excellent. It 
is easy to follow so that even the more difficult 
concepts are readily understood. According to the 
basic plan explanation and advice are both in- 
cluded. Although from the viewpoint of the psy- 
chiatrist, the book may at times appear over- 
simplified, which apparently was the purpose of 
the authors, it will help to bring psychiatry 
closer to the inquiring mind. The book is not 
intended as a manual for the layman but it is of 
assistance to him in acquiring an understanding 
of his problems and of the physician’s efforts 
in his behalf. The authors are to be complimented 
on their common sense approach which commun- 
icates psychiatric facts in a manner everyone 
can understand. 

This book takes a high place among the works 
aiming at diffusion of psychiatric knowledge and 
deserves to be widely read. It can be recommend- 
ed to the physician to be placed in the hands 
of intelligent patients. 

Stephen Weisz, M.D. 
Galveston, Texas 
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Contemporary Psychopathology, Ed. by S. S. Tom. 
kins. The Harvard University Press, publishers, 
Cambridge, Mass., 1943. 600 pp. 


The editor of this volume is to be congratulated 
upon his industry in searching the literature, his 
excellent judgment in selecting, with only one or 
two minor exceptions, outstanding papers, and 
his willingness to refrain from comment so that 
the reader is at liberty to form his own opinions, 
The book contains 45 carefully chosen articles by 
54 recognized authors in psychiatry, psychology, 
and related fields. The articles are dynamically 
oriented, have been reprinted in full, and they 
cover the fields of Mental Disease in Childhood," 
articles; Psychoneuroses and Psychosomatic Medi- 
cine, 10 articles; The Schizophrenic Psychoses, 13 
articles; and Experimental Psychopathology, 15 
articles. The wealth of information contained and 
the variety of points of view capably expressed 
make this volume one of unusual value, not only 
for the student of abnormal psychology for whom 
it was published but also for the psychologist, the 
psychiatrist, and the general practitioner who is 
so frequently confronted by serious personality 
problems. As a reference book it is unquestionably 
the best that has been published in the last 20 


years. 
Milton H. Erickson 
Eloise, Michigan 











